TEF associated with mechanical ventilation is an uncommon clinical problem, and making an early accurate diagnosis is quite difficult in most cases. After intubation, clinical manifestations of TEF are frequently air leak around the cuff and gastric distention. 2 Massive gastric distention in intubated patients has been reported as an early marker for the defective airway, 6 and this finding should alert that a communication may exist between the airway and the GI tract, and the need for a prompt appropriate diagnostic evaluation. Auscultation over the abdomen can reveal air movement synchronous with the respiratory action. Synchronous gurgling in the trachea and stomach is often present. In one patient reported by Ng et al, 5 the left upper quadrant of the abdomen was noticed to distend during the application of positive pressure and to deflate during expiration, 5 in a similar way as the polythene bag at the end of the nasogastric tube has been reported. 1, 3 Because abdominal distention is a common finding in as many as 50% of patients placed on mechanical ventilation, comparative analysis of gases from the stomach, ventilator, and room air have been also proposed as a simple supporting tool for the bedside clinical diagnosis of TEF in patients receiving mechanical ventilation who experience marked abdominal distention. 7 However, we would agree along with Dr. Rampaul and coworkers that breathing bag sign might be considered a simpler method, and also a clue to the early diagnosis of TEF in patients receiving positive pressure ventilation.
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To the Editor:
Poponick et al (CHEST; July 1999) 1 propose in the clinical implications that if the patient's condition fails to improve within 30 min after the initiation of noninvasive ventilation, intubation and mechanical ventilation are indicated.
We agree with them that the success of treatment with noninvasive bilevel pressure ventilation is difficult to predict using data such as age, gender, Glasgow coma scale, acute physiology and chronic health evaluation II, pH, and Paco 2 obtained initially before treatment in the emergency department. We agree also that the improvement of blood gas tension is probably an important factor for predicting the successful use of bilevel pressure ventilation. In 1991, Meduri et al 2 showed that improvement of Paco 2 (Ͼ 16% decrease) and arterial pH (from Ͻ 7.30 to Ͼ 7.30) after the first hour of noninvasive ventilation accurately identified those patients who were successfully treated by this modality.
It seems that this new work cannot propose the most favorable time for performing intubation in patients with an acute exacerbation of COPD. For example, what were the blood gases after 10 min or after 1 h?
In this retrospective study, how can be it possible to be sure that blood gas measurements were done exactly 30 min after the starting of the treatment? Perhaps, for the patient without improvement after 30 min, increasing the inspiratory pressure level to 20 cm H 2 O would be more favorable. Presently, there is no consensus in the literature of the most favorable moment for intubation in patient with an acute exacerbation of COPD. Criteria for intubation like that proposed by Brochard et al 3 could be used in clinical practice in the emergency department.
The aim of noninvasive ventilation includes not only the correction of hypoventilation but also the unloading of inspiratory muscles. It seems important to consider the evolution of the respiratory work during noninvasive ventilation. We think that the inspiratory behavior during noninvasive ventilation is different for each patient, and that an improvement of the blood gas tension could be obtained for some patients at the cost of an increased inspiratory work. The control of blood gases after 30 min is probably not sufficient to indicate intubation at that time. 
